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The perineal operation restores the anatomical condition of the bladder neck and prostatic urethra almost to normal, so that the bladder is completely emptied by spontaneous micturition, and in almost every case infection soon subsides.
The mortality of the perineal method is much lower than that of suprapubic prostatectomy. In 105 suprapubic operations I had a mortality of 15 per cent. In 305 perineal operations the mortality was 6-5 per cent. I doubt whether we shall be able to reduce it much below 5 to 6 per cent. as there is always a risk of pneumonia or cardiac failure after operation. The majority of my patients were healed in two or three weeks after perineal prostatectomy. In only twenty-nine cases was the healing of the perineal fistula delayed. In twenty-two of them it took from four to five weeks, and in seven from five to eight weeks for the fistula to heal. In only one case the fistula persisted for more than three months.
The greatest disadvantage of the perineal operation is the risk of wounding the rectum. In seven cases the rectum was wounded. In six of them the accident occurred among the first hundred patients operated upon, and in only one case in the succeeding two hundred. In three cases there was a persistent urethro-rectal fistula which required another operation for its relief. In three cases the wound of the rectum healed spontaneously. One patient who had been treated with large doses of X-rays had a small faecal fistula in the perinaeum following secondary necrosis of the tissues three months after prostatectomy.
Another risk of perineal prostatectomy is that the patient may show signs of incontinence after operation. It occasionally happens that there may be slight weakness of the bladder for the first four or five days after removal of the catheter. A few drops of urine may leak when the patient is walking, laughing, coughing, etc., but after a few days he is able to retain the urine well. Partial incontinence lasting for a few weeks was observed in only six cases, and in five others it persisted for more than four months. The incontinence was never complete, and was only observed on contraction of the abdominal muscles.
The advantages of the perineal operation are:
(1) The operation is performed under the sense of sight.
(2) It is therefore possible to secure a good hemostasis and to restore the natural anatomical conditions at the neck of the bladder.
(3) There is little damage to the tissues.
(4) -Drainage is excellent.
(5) Breathing and coughing are unrestricted after the operation.
(6) There is a lower mortality than by the suprapubic method. I only make use of the suprapubic operation when the pelvis is extremely narrow or when a combination of prostatic adenoma with papilloma or diverticula contraindicates the Derineal route. [June 23, 1927. The Stump of the Ureter after Nephrectomy-The Indications for Primary Nephro-ureterectomy.
By FRANK KIDD, M.Ch., F.R.C.S.
[ABSTRACT.] NEPHRECTOMY, first performed by Simon in 1869, remained a dangerous operation until the ureteric catheter and the tests of renal function robbed the operation of its high mortality.
Intensive study of the renal blood-vessels further diminished the risks by warding off the dangers of hwmorrhage after operations on the kidney. Researches on the perirenal fat put in the hands of urologists a method of extracapsular nephrectomy whereby improved results, S-U * Kidd: The Stump of the Ureter after Nephrectomy as regards freedom from recurrence, could be achieved after nephrectomy for malignant disease, and in cases of tuberculous kidney made it possible to obtain first intention healing in an increasing number of such cases. The development of pyelography, ureterography and cystography rendered available a complete anatomical and pathological study of both sides of the urinary tract, so that except in cases of emergency the surgeon is no longer justified in embarking on nephrectomy until he has made sueb investigations, not only of the side suspected of disease, but also of the side supposed to be healthy. Such studies should be designed to exhibit not only the state of the renal pelvis but also the exact state of the whole length of the ureter from the kidney to the bladder. It is the purpose of this paper to suggest that painstaking attention should be paid to the condition of the ureter before embarking on nephrectomy, as in selected cases the removal of the larger portion of the ureter in addition to the kidney, will be found to give very much better after-results than nephrectomy alone.
Progress in the safety of nephrectomy in the hands of professed urologists may be said to have reached its limits, but progress in the prevention of complications caused by the stump of the ureter left behind after nephrectomy, has not yet received the attention it deserves. More and more, as time goes on, the urologist will find it necessary to remove a large part, if not the whole, of the ureter at the same time as he carries out nephrectomy. Many poor results obtained in the past after nephrectomy can be traced to a failure to realize the importance of removing a sufficient portion of the ureter.
It is surprising how little attention has been paid to the fate of the lower end of the ureter left after nephrectomy. This is probably because the stump of the ureter has not given trouble sufficiently often to any one individual to induce him to investigate the problem. When however any urologist reflects without prejudice on his past results he will probably recall that in more cases than he cares to remember, the stump of the ureter has given trouble after nephrectomy; but that the trouble has either remedied itself with time or with the adoption of palliative treatment, or has been glossed over. In times past when surgeons were accustomed to use silk for ligaturing the ureter it was not unusual for a stone to form round the silk ligature; and the stone was either passed with an attack of colic or had to be removed at a second operation. Even since the practice of using silk for ligature of the ureter has been abandoned, it has happened that some weeks after an operation for nephrectomy, especially on an infected kidney, the patient has suddenly been seized with an attack of fever, renal colic on the side of the nephrectomy, and strangury. The attack has been relieved by the passage of a quantity of pus, which has included portions of the catgut ligature.
For instance, I operated upon a woman in December, 1925, and removed a foul calculous pyonephrosis in the right side, the ureter being burnt across and tied off with catgut, and the wound( closed without drainage. The left kidney was healthy. On the eleventh evening the patient developed a right renal colic, followed by strangury and bigh fever, lasting for three days. On thefourteenth evening the sudden passage of clotted pus containing the catgut ligature led to the immediate relief of all symptoms. In July, 1926, she was found to have had no further trouble, and the urine was clear and sterile. In cases of hydronephrosis, if the obstruction to the ureter is low down in the pelvic ureter and the ureter as far as the obstruction is not removed, the lower end of the ureter left behind more often than not gives rise to trouble. The patient may complain of repeated attacks of ureteric colic very similar to the attacks caused by the hydronephrosis, or the ligature -may slip off and the patient be faced with a sinus continually discharging mucus or even urine. Both of these conditions will call for a secondary ureterectomy. Worse still, the stump of the ureter may remain infected and cause attacks of colic, fever and strangury. Such attacks may yield to regular lavage of the stump through a ureteric catheter. But in badly infected cases with severe obstruction at the lower end of the sti.mp a large infected pouch may form, as Hyman has shown.' For example, I performed an emergency operation in the middle of the night on a woman in the country in October, 1919. The patient was gravely ill, with high fever and a large tender left kidney, the right kidney being healthy. A very large infected hydronephrosis full of foul purulent urine caused by an aberrant tail artery was removed.
The ureter below the artery was not dilated, yet must have been infected. The patient was seen again in February, 1920. She had continued to suffer pain similar to her old left renal pain, but it was not so severe, and was accompanied by attacks of strangury, pyuria and fever. By means of the ureteric catheter the left ureteric stump was found to be infected, but not stenosed. The right kidney was healthy. The stump was washed out several times with colloid silver through a ureteric catheter, and the symptoms cleared up completely.
In 1921 I examined a woman, aged 66, since 1910 had suffered from attacks of strangury, fever, left renal pain, and profound wasting. The left kidney was removed. It contained a stone in one of the upper calyces. The kidney substance was thinned out, so also was the pelvis and the whole of the ureter, which was dilated to the size of an index finger. The ureter was cut across high up in the loin and left behind. She was not seen again until March, 1927 . She states that she has been much better in herself, but has attacks of left ureteric colic, accompanied by strangury and fever, which are relieved by the passage of purulent urine, after which the urine remains clear for many months. The urine contained a moderate degree of pus, and the right kidney was healthy. It was found impossible to pass a No. 5 ureteric catheter up the left ureter. There was undoubtedly a narrow stricture of the lower end of the left ureter, and the attacks were due to occasional retention of purulent secretion in the ureteric stump. The contents of an infected and stenosed ureteric stump may leak into the surrounding tissues causing a dense, fibro-fatty mass of tissue containing loculated masses of pus and even urine, occasioning such severe symptoms as to render the life of the patient a misery, unless a secondary ureterectomy-an operation which may present formidable difficulties-is carried out. The cases quoted below illustrate how these complications may be prevented by primary nephro-ureterectomy, an operation which presents far less difficulty than a secondary ureterectomy, as it is carried out before the onset of these late iiaflammatory changes.
After nephrectomy for tuberculosis of the kidney, on rare occasions the catgut ligature may slip, giving rise to a urinary fistula in the kidney wound which calls for a secondary ureterectomy. I have met with two such cases. More frequently a pyo-ureter develops and bursts, in the course of five or six weeks, into the peri-renal tissue giving rise to an abscess in the nephrectomy wound. This leaves a tuberculous sinus which may refuse to heal till many months have elapsed. Such complications are to be expected if the tuberculous ureter is grossly thickened, and especially if fibrosis sets up definite obstruction to the exit of the contents of the infected ureter into the bladder. For these reasons Lilienthal' has advocated nephro-ureterectomy. Some surgeons, notably Mr. Nitch and Mr. Jocelyn Swan, in this country, are accustomed, in all cases of tuberculosis of the ureter, to remove as large a portion as possible of the lumbar and pelvic ureter. Others, such as Hugh Young and Rovsing, consider that this step entails risk of the formation of an abscess or urinary fistula deep in the pelvis and hold that it is safer to free the lumbar and pelvic ureter from the kidney and to bring it out through a small muscle-splitting incision in the inguinal region, so that it can drain on to the surface of the skin. Which is the safer method is a subject ripe for discussion. Probably all will agree that there is no need for ureterectomy in those cases in which the tuberculous ureter is merely glassy with submucous tubercle and is not grossly thickened and stenosed through peri-ureteric tuberculosis.
In cases of septic stone impacted for many years in the pelvic ureter, it is not always sufficient to remain content with a mere removal of the stone. If the ureteric catheter reveals that the kidney and ureter above the stone are mere dilated, atrophic-septic or aseptic-relics, it is probably far wiser to make a clean sweep by means of primary nephro-ureterectomy.
Raymond Latchem, in a paper from the Mayo Clinic,2 published the following conclusions at which he had arrived from his experimental studies on animals:
(1) In the normal ureter after nephrectomy no attempt is made toward obliteration of the lumen by disappearance or atrophy of the mucous membrane, but there is a noticeable atrophy of the muscular coat. I Annals of Surgery, April, 1911. 2.7onnrnal of Urology, 1922, viii, 2 (2) In the hypertrophic hydro-ureter or pyo-ureter, with drainage of its contents after nephrectomy, the mucous membrane remains intact and the muscular coat gradually atrophies.
(3) In the hypertrophic hydro-ureter or pyo-ureter with complete obstruction to drainage of the ureteral contents after nephrectomy, the mucous membrane remains intact and the muscular coat remains hypertrophic.
(4) Absorption of the contents of a distended ureter is very limited if it occurs at all. (5) If infection is present in the contents of the ureter, it may spread through the wall and give rise to peri-ureteral infection and abscess formation. It seems clear, then, from both experimental and clinical evidence, that if there is no obstruction to the stump of the ureter after nephrectomy between the ligature and the bladder, the mucous membrane will not disappear, but the muscle wall will atrophy to a certain extent and ureteric peristalsis will still continue in a mild degree to extrude from time to time a small quantity of mucus secreted by the wall of the ureter. If there is disease of the wall of the ureter, as for instance, infection after hydronephrosis, pyonephrosis or tuberculosis and yet no obstruction to the lumen of the ureter, complications will seldom arise, the inflamed and infected ureter will gradually atrophy and its contents become sterile. If the process of sterilization be delayed it can be hastened by washing out the stump of the ureter with a ureteric catheter. The author has actually observed atrophy and healing of the tuberculous ureter exposed during abdominal operations for other diseases, in cases in which nephrectomy for tuberculous kidneys had been carried out some years previously; and he has noted that in most cases after removal of a stone pyonephrosis the stump of the ureter has become aseptic and has given no further trouble. On the other hand, if there is any real degree of stricture between the site of the ligature on the ureter stump and the enurance of the ureter into the bladder, the result of congenital, inflammatory or calculous stricture, then trouble is likely to arise in the stump of the ureter, as the muscular wall will hypertrophy in an endeavour to get rid of the contents of the ureter, causing attacks of ureteric colic. If the contents of the ureter are infected the lumen of the ureter will become dilated so as to form an infected pouch, causing attacks of colic, fever and pyuria. In severe cases the infection may spread through the wall of the ureter, setting up dense fibro-fatty adhesions and even peri-ureteric abscesses.
Far greater care, therefore, should be *exercised in taking not only pyelograms but ureterograms of all cases in which nephrectomy is about to be carried out. If these show the slightest degree of stricture at any point in the pelvic ureter, then not only should nephrectomy be carried out but the stump of the ureter should be removed until a point is found above the bladder where the ureter is normal and not stenosed. If the ureter is ligated and cut off here no trouble will arise symptomatically after the operation, and in cases of tuberculosis it is in the highest degree unlikely that any infection of the pelvic tissues or the formation of a urinary fistula will occur. In cases that arise commonly the indications for primary nephro-ureterectomy are as follows:
(1) In hydronephrosis, simple or infected, where the stricture is low down in the pelvic ureter.
(2) In pyonephrosis or atrophic hollowed septic or aseptic kidney secondary to a stone long impacted in the pelvic ureter.
(3) In tuberculous pyonephrosis associated with inflammatory stricture in the pelvic ureter.
(4) In all other types of pyonephrosis associated with inflammatory stricture in the pelvic ureter. Rare conditions in which primary nephro-ureterectomy is indicated are the following:
(1) Papilloma of the renal pelvis with secondary deposits in the ureter.
(2) Primary carcinoma of the ureter.
(3) Congenital opening of the ureter into the wall of the vagina, associated with congenital cystic or atrophic kidney.
(4) Ectopic pelvic kidney.
(5) Heminephrectomy for horse-shoe kidney associated with infected stone.
(6) Primary fibro-fatty ureteritis, a rare condition in which infection has extensively damaged the wall of the ureter yet has left the kidney comparatively free.
The operation of primary nephro-ureterectomy can be performed in many different ways. In the majority of cases I cut down on the kidney first from behind, and after the kidney has been freed and its pedicle tied, I free the lumbar ureter from its connexions, taking care to tie all bleeding points, which may be numerous. The ureter can be burnt across with a cautery, or the kidney and ureter be left hanging out of the lower margin of the wound, which is then stitched up and the patient turned on to his back. In the easier cases when the obstruction, such as a stone, is high up in the pelvic ureter, the ureter is then exposed through my muscle-splitting incision,' tied off with catgut below the point of obstruction and burnt across, and the ureter, with the kidney, is drawn out from the wound in the back. If a drain is carried to the stump of the pelvic ureter this drain should consist of a piece of rubber glove. Tubes endanger the wall of the iliac vessels and should not be employed. If on the other hand the case is a difficult one, in which the obstruction lies close to or even in the walls of the bladder, then a better exposure can be obtained by turning the rectus muscle outwards from near the middle line below the umbilicus. Through this incision the ureter can be stripped extraperitoneally to the wall of the bladder, the numerous branches of the internal iliac and other vessels running to the wall of the pelvic ureter and bladder can be exposed and tied off, and the ureter be completely removed. In some cases it has even been found necessary to remove a portion of the bladder wall, a step which is perfectly feasible, through this incision. Drainage, if considered necessary, can be carried out through a small puncture counter-opening in the lateral abdominal wall. In women the uterine artery can be avoided by exposing the ureter in front of the broad ligament and tying it off close to the bladder, after which the ureter can be freed higher up in the pelvis behind the broad ligament, and the ureter pulled upwards and backwards through the broad ligament. The operation may be varied in certain cases by cutting down on the pelvic ureter first. After it has been dealt with and freed the kidney can then be exposed through a second incision, and the whole specimen removed.
The operation is usually more easily performed in this way, but in certain cases the surgeon will probably wish to expose the kidney first and satisfy himself as to its exact condition before removing it. The operation can be carried out through a long sloping incision carried from the back of the loin round the lateral abdominal wall to the edge of the rectus muscle-an operation much favoured by Professor Israel in the past. Two separate incisions are less mutilating and are preferred to this single long incision.
[Twelve operation specimens illustrating most of the above conditions were exhibited and will be fully described elsewhere.] I Lancet, June 7, 1913.
